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A 25-year-old man presented with low back pain and fever.
After an initial delaoy -a diagnosis of tuberculosis of left
sactriBac joint was establshed by fine-neede aspiration of
the jotnt. Awareness of extrapulmonary manifestations of
tuberculosis and high index of suspicion will facilitate early
diagnosis and treatment.
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INTRODUCTION
The diagnosis of bone and joint tuberculosis (TB)

may be difficult because of the varied manner in
which it may present. We discuss a patient with TB of
the sacroiliac (SI) joint who presented with low back
and buttock pain after lifting a heavy object.

CASE REPORT
A 25-year-old Asian male who had been in good

health was admitted to Coney Island Hospital with
severe low back pain that radiated to the left buttock,
thigh and leg for one week. Back pain began shortly
after lifting a heavy box at work and progressed until
he was unable to walk. He denied lower-extremity
weakness, numbness, parasthesias, or urinary or
bowel incontinence. He had no recent history of
weight loss, night sweats, altered bowel habits or
urethral discharge.

Two days prior to admission, he developed low-
grade fever that resolved after treatment with
ciprofloxacin. He immigrated to the United States from
Bangladesh 15 months prior to admission and had not
been in contact with anyone with known TB. Sexual
activity was limited to one individual during the prior
six months. Physical examination revealed a well-
developed, well-nourished young man. His tempera-
ture was 98°F. The general medical examination was
unremarkable. There was tenderness over the lumbar
spine and left SI joint. The Gaenslen's test (with patient
supine, the hip joint is maximally flexed on one side
and the op posite hip joint is extended, stressing both
hip joints simultaneously) was positive on the left side.
Movement of the left hip elicited pain in the left mid-
buttock. Lower-extremity motor and sensory examina-
tion was normal. X-ray and computerized tomography
(CT) of the lumbosacral spine was normal. White
blood cell count (WBC) was 3.9 x103/mm3 with poly-
morphonuclear cells, 59.3%; lymphocytes, 27.1%;
monocytes, 12.5%; and eosinophils, 0.5%.

On the second hospital day, his temperature spiked
to 102°F. Repeat WBC was 7.6xO03/mm3 with poly-
morphonuclear cells at 43% and bands at 10%. ESR
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was 8 mm/hr. Urine and blood cultures were negative.
The chest x-ray was normal. A three-phase bone scan
using Technitium 99m MDP revealed increased
uptake in the left SI joint suggestive of an inflamma-
tory process. A presumptive diagnosis of septic arthri-
tis was made, and he was started on treatment with
intravenous nafcillin.

He continued to be febrile and to experience pain
in the left buttock. CT scan of the SI joints done on
the third hospital day (Figure 1) revealed widening
of the left SI joint with destruction of articular sur-
faces suggestive of an inflammatory process. The
right SI joint was normal. Magnetic resonance imag-
ing (MRI) of the lumbar spine was normal. MRI of
the SI joint showed decreased T I and increased T2
signal in the left iliac and lateral sacrum suggestive
of sacroilitis, possibly of infectious origin.

By the fifth hospital day, left buttock pain sub-
sided but fever persisted. A PPD placed on the sixth
hospital day was negative (no induration) after 48
hours. Repeat ESR was 18 mm/hr. The CD4/CD8
was normal and HIV serology was negative.

He was afebrile by the eighth hospital day. Tender-
ness to palpation and pain with motion at the left SI
joint persisted after three weeks of antibiotic therapy.
A repeat Gallium scan using 5mCi gallium67 cit-

rate on the 23rd hospital day showed increased left
SI joint inflammation and erosive changes which
were confirmed on a repeat CT scan (Figure 2). A
fine-needle aspiration (FNAC) of the left SI joint
performed under CT guidance revealed acid-fast
bacilli suggestive of mycobacterium tuberculosis.
Repeat PPD placed on the 23rd hospital day, 18 days
after the first PPD, was positive with 15 mm indura-
tion. He was started on treatment with isoniazid,
rifampicin and ethambutol and discharged home.

Figure 1. CT scan of sacroiliac joints: possible
erosive changes at left sacroiliac joint
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Treatment was continued for one year during which
time he was asymptomatic.

DISCUSSION
Our patient, a healthy young man, presented with

acute onset of pain in the lower back radiating to the
left leg after lifting a heavy object. These symptoms
suggested local trauma or a herniated disc. The neg-
ative CT scan and MRI of the lumbar spine and the
subsequent bone scan and the CT scan ofthe SI joint
were consistent with an inflammatory condition of
the SI joint. The sudden onset of lower back pain and
fever suggested an acute bacterial infection.
Sacroilitis secondary to a spondyloarthropathy was
thought to be less likely in the absence of genitouri-
nary, ophthalmic, dermatologic or gastrointestinal
symptoms. The absence of leucocytosis and negative
blood cultures was attributed to use of antibiotics
prior to admission. The patient responded to treat-
ment as evidenced by resolution of fever and symp-
tomatic improvement. However, persistence of pain
and tenderness at the SI joint, coupled with worsen-
ing of inflammatory changes on gallium scan and
CT scan after completion of therapy, prompted us to
search for an alternative diagnosis. FNAC of the SI
joint revealed tuberculosis.

Bone and joint tuberculosis accounts for about
10.2% of patients with extrapulmonary tuberculosis
of which 8.8% is spinal disease.' Rieder et al.2 ana-
lyzed 22,764 patients of tuberculosis reported to the
Centers for Disease Control (CDC) from 1963-1986
and found that 17.5% of patients had extrapul-
monary involvement. Sixty-three percent of pul-
monary and 71.2% of extrapulmonary cases
occurred among racial and ethnic minorities and the
foreign-born, whereas 37% of pulmonary and

Figure 2. CT scan of sacroiliac joints: progressive
erosive changes at left sacroiliac joint (after one
month of antibiotics)
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29.8% of extrapulmonary cases occurred among
non-Hispanic whites born in United States.

Constitutional symptoms are typically subtle or
absent in extrapulmonary TB. In a study of 38
patients with extrapulmonary TB in a community
hospital in United States, one-third of patients had
no constitutional symptoms, one-third had a normal
chest radiograph and 21 of 38 patients had fever.3

Involvement of SI joint by TB is not uncommon.11
In one report, the SI joint was involved in about 10%
of patients with skeletal tuberculosis.7 In a series of
75 patients with SI joint TB at Lakeville Sanatorium
between 1925-1948, Soholt8 found that it mainly
affected young adults between the ages of20 and 40.
TB in other skeletal areas but not noted in our
patient was found in 47% of patients.8 Presenting
symptoms and signs of sacroiliac tuberculosis are
often insidious and localized to that joint.89 Pain is
the most common initial symptom.6'7 9 Because of its
location deep in the pelvis, most of the classical
signs of a peripheral joint inflammation-swelling,
redness and warmth-are not present so that infec-
tion may easily be overlooked. Tenderness over the
SI joint and one or more positive SI joint stress tests
are present in most patients.6'7'9"0

X-rays of the SI joint may be normal in the early
stage of the disease. Subsequently, haziness and/or
loss of the joint line, irregularity of the articular sur-
face and subchondral erosions appear. In later
stages, destructive lesions become more distinct and
cavitation develops. Fusion of the SI joint can occur
within 3-4 years of onset of medical treatment.78
The initial CT scan in our patient revealed slight
widening of the left SI joint with destruction of
articular surfaces, a finding consistent with but not
specific for tuberculous sacroilitis. The diagnosis is
made by isolation of mycobacteria either by AFB
stain or by culture. We employed CT-scan-guided
needle aspiration. Pouchot et al. have reported that
closed-needle biopsy technique was more accurate
and reliable.9

The tuberculin skin test is usually positive in
skeletal TB." A positive PPD is, however, not specific
for current infection, and on occasion may be nega-
tive in active disease4-6 The initial PPD in our patient
was negative and was positive 18 days later. This
sequence has been described as the booster phenome-
non5 and has been explained on the basis ofwaning of
skin test reactivity after a few years ofexposure to the
mycobacterium. When rechallenged within a relative-
ly short period, the skin test reaction is increased or
boosted. The other reason for initial negative PPD test
could be improper application ofthe test.

Skeletal TB is often overlooked in developed
countries because of the low incidence of disease and
a low index of suspicion by the physicians who are
unfamiliar with the varied manner in which it pres-
ents.'1 In contrast to the United States and other devel-
oped countries, there are 9 million new cases and 1.9
million deaths from TB in the developing countries."I
Slowly developing, indolent involvement of the bone,
joint or soft tissues may delay diagnosis from months
to years." The history of emigration from an endemic
area or a past history ofTB increases the likelihood of
TB. The increased use of immunosuppressive and
biologic agents has also resulted in resurgence ofTB.4
Awareness of extrapulmonary manifestations of this
disease and a high index of suspicion will facilitate
early diagnosis and treatment.
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